Objective: To conduct a secondary qualitative analysis of a phenomenological study of traumatic childbirth to identify the types and frequency of mistreatment of women during childbirth in high-income countries.
T he disrespectful and abusive treatment of women during childbirth in health care facilities has been called a blind spot in respectful, women-centered care (Van Lerberghe et al., 2014) . This blind spot is present in rich and poor countries. Freedman and Kruk (2014) concluded that the mistreatment of women during childbirth was a sign of crisis of quality and accountability in a health care system. The World Health Organization (2014) published the following statement on the prevention and elimination of disrespect and abuse during facilitybased childbirth:
Many women experience disrespectful and abusive treatment during childbirth in facilities worldwide. Such treatment not only violates the rights of women to respectful care, but can also threaten their rights to life, health, bodily integrity, and freedom from discrimination. This statement calls for greater action, dialogue, research and advocacy on this important public health and human rights issue. (p. 1) Disrespect and abuse of women during labor and birth have been reported in low-to middleincome countries Asefa & Bekele, 2015; Kruk et al., 2014; Okafor, Ugwu, & Obi, 2015) . Evidence of the type and frequency of disrespect and abuse is critical for effective prevention, interventions, policy, and advocacy. As of July 2016, the World Bank defined low-income countries as those that had gross national incomes per capita of $1,025 or less in 2015, middle-income countries as those that had gross national incomes per capita between $1,026 and $12,475 in 2015, and high-income countries as those that had gross national incomes of $12,476 and greater per capita in 2015 (World Bank, 2016) . To date, no studies have been conducted in higher-income countries. Therefore, the purpose of this study was to conduct a secondary data analysis of a primary qualitative study of women's experiences of traumatic childbirth in high-income countries.
Review of the Literature
A systematic review of qualitative evidence regarding barriers and facilitators to facilitybased births from 34 studies in 17 low-and middle-income countries was conducted by Bohren et al. (2014) . Key barriers related to disrespectful and abusive obstetric care included mistreatment and abuse by health workers, neglect and delays in receipt of care at the facilities, inadequate health facility staffing and infrastructure, and fear of stigmatization and treatment disparities among HIV-positive women. Bohren et al. concluded that mistreatment, neglect, and abuse by health care staff led to dissatisfaction, mistrust, and avoidance of facilitybased care among women. Bohren et al. (2015) conducted a mixed-methods systematic review to synthesize qualitative and quantitative findings on the mistreatment of women during childbirth in health care facilities worldwide. Results from 65 studies representing 34 countries were included in their review. The authors used Thomas and Harden's (2008) method for thematic synthesis of qualitative research in systematic reviews. A meta-analysis of the quantitative studies was not possible because of their high level of heterogeneity. Therefore, synthesis of the quantitative findings included a description of the studies' characteristics, outcome measures, and key results. A typology of the mistreatment of women during childbirth was developed from this mixedmethods systematic review (see Table 1 ). This typology comprises first-, second-, and thirdorder themes. Bohren et al. defined first-order themes as the "identification criteria describing specific events or instances of mistreatment. The second-and third-order themes further classify these first-order themes into meaningful groups based on common attributes. The third-order themes are ordered from the level of interpersonal relations through the level of the health system" (2015, p. 7). The authors found nine studies conducted in the past 5 years in which mistreatment of women during labor and birth in low-to middle-income countries was investigated, including studies in Tanzania, Kenya, Nigeria, Ethiopia, Ghana, Malia, and five countries in eastern and southern Africa. Kruk et al. (2014) investigated disrespectful and abusive treatment during facility births in Tanzania. Using a structured questionnaire, the researchers interviewed 1,779 women who gave birth in health care facilities on exit from the facility and re-interviewed a random sample of 593 of those women 5 to 10 weeks later in the community. To assess for disrespect and abuse, mothers were asked if they experienced specific events during childbirth in the following six categories: Nonconfidential Care, Nondignified Care, Neglect, Nonconsented Care, Physical Abuse, and Inappropriate Demands for Payment. In the exit sample, the prevalence of any abusive or disrespectful treatment during labor and birth was 19.48% (n ¼ 343) and in the follow-up sample was 28.21% (n ¼ 167). The most frequently reported disrespectful and abusive experiences were Shouting or scolding (8.71% on exit and 13.18% on follow-up), Ignored when needed help (7.93% on exit and 14.24% on follow-up), and Threatening or negative comments (5.28% on exit and 11.54% on follow-up).
Also in Tanzania, McMahon et al. (2014) conducted a qualitative study on disrespectful and abusive maternity care. In-depth interviews occurred with 112 participants, including women, their male partners, community health workers, and public opinion leaders. The most frequently cited type of harsh or abusive treatment was Feeling Ignored or Neglected. Verbal Abuse was also commonly reported, whereas Physical Abuse was rarely identified. Unpredictable Financial Demands was another type of abusive treatment mentioned.
In Kenya, the prevalence of disrespect and abuse during childbirth was explored by . Interviews were conducted with 641 women who were being discharged from postpartum wards. Twenty percent (n ¼ 129) of women reported some type of disrespect and abuse during labor and birth. Disrespect and abuse were defined as feeling humiliated or disrespected during childbirth. Responses to specific types of disrespect conducted a second study that involved a multicomponent intervention with policymakers to encourage greater attention to disrespect and abuse during childbirth, train health care providers on respectful maternity care, and strengthen ties between health care facilities and communities. The researchers found an overall decrease in disrespect and abuse from 20% to 13% (p ¼ .004).
Mistreatment of Women During Childbirth
In Nigeria, Okafor et al. (2015) examined disrespect and abuse during facility-based childbirth in 446 mothers within 6 weeks of giving birth. In the sample, 98% (n ¼ 437) of the women reported at least one type of disrespect and abuse during labor and birth. The most frequent types were Nonconsented Services (54.5%, n ¼ 243) and Physical Abuse (35.7%, n ¼ 159). Other forms of disrespectful and abusive care experienced were Nondignified Care (29.6%, n ¼ 132), Abandonment and Neglect (29.1%, n ¼ 130), Nonconfidential Care (26%, n ¼ 116), Detention in the Health Facility (22%, n ¼ 98), and Discrimination (20%, n ¼ 89).
Ethiopia was the fourth low-and middle-income country where disrespectful and abusive care during childbirth in hospitals or health centers was explored (Asefa & Bekele, 2015) . Before discharge from health care facilities, 173 mothers were interviewed regarding seven categories of abuse and disrespect. In the sample, 78.6% experienced one or more categories of disrespect and abuse (75.3% in health centers and 81.8% in the hospital). All women who gave birth in the hospital reported Violation of Their Right to Information, Informed Consent, and Choice/Preference of Position During Childbirth compared with 89.4% of those who gave birth in health centers. Abandonment During Labor was reported by 39.3% of women (14.1% in health centers and 63.6% in the hospital).
Maltreatment during labor and birth in Ghana was the focus of a qualitative study by Moyer, Adongo, Aborigo, Hodgson, and Engmann (2014) . Interviews and focus groups were conducted with 128 community members that included mothers, grandmothers, traditional healers and birth attendants, community leaders, and heads of households. Thirteen formally trained clinicians also participated in the study. In 6 of 7 community focus groups, 14 of 43 community interviews, and 8 of 13 clinician interviews, unprompted reports of maltreatment were made. Maltreatment included verbal and physical abuse, neglect, discrimination, and denial of traditional practices.
In Mali, 67 mostly rural auxiliary midwives completed surveys and interviews regarding disrespect and abuse in childbirth among their peers (Warren, Beebe, Chase, Doumbia, & Winch, 2015) . Commonly reported behaviors included yelling, slapping, forcing legs open, and detaining women for fees. Rosen et al. (2015) conducted an observational study of respectful and disrespectful maternity care in five countries in eastern and southern Africa: Ethiopia, Kenya, Madagascar, Rwanda, and Tanzania. A total of 2,164 childbirth observations were done in hospitals and health centers. Overall, women were treated with respect, but many women did experience physical and verbal abuse, poor interactions with clinicians, and abandonment and neglect.
In summary, nine studies of mistreatment of women during childbirth in health care facilities in low-to middle-income countries reported disrespectful and abusive care. To date, no researchers have studied the types of mistreatment of women during childbirth in health care facilities other than in low-to middle-income counties. The research question that guided this secondary qualitative analysis was What are the categories of disrespect and abuse described in women's experiences of traumatic childbirth in highincome countries?
Methods

Secondary Qualitative Analysis
In secondary qualitative data analysis, an existing data set is used to investigate a research question that is different from the original research question in the primary study. A key consideration in the decision of whether an available qualitative data set is suitable for a secondary analysis is the fit between the data and the new research question to be investigated. The fit was suitable between the original phenomenological study of traumatic childbirth (Beck, 2004) and the new research question developed for this secondary analysis. A second important concern in the suitability of a data set for secondary analysis is the ability of the researchers to deeply examine the original study across a comprehensive range of components to explain how they made their interpretive claims and arrived at their conclusions (Thorne, 2013) . In this secondary analysis, Beck, C. T.
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CNE the same researcher conducted the primary and the secondary analysis and therefore was privy to all aspects of the data set. Analytic expansion was the approach of secondary qualitative analysis involved in this study. In analytic expansion, "a researcher makes further use of a primary data set in order to ask new or emerging questions that derive from having conducted the original analysis but were not envisioned within the original scope of the primary study aims" (Thorne, 2013, p. 397) .
Primary Study
The original data set came from a descriptive phenomenological study of the experiences of 40 women regarding their traumatic births (Beck, 2004) . The research question that guided this primary study was What is the essential structure of women's experiences of birth trauma? (Beck, 2004 
Data Analysis
In this secondary analysis, Krippendorff's (2013) content analysis was used to analyze the participants' narratives of their traumatic childbirths. Krippendorff defined content analysis as "a research technique for making replicable and valid inferences from texts to the contexts of their use" (p. 18). The unit of analysis was defined as segments of the participants' descriptions that pertained to disrespect and abuse during childbirth. Categoric distinction was the way of defining the units. Krippendorff defined categoric distinctions by units identified through "their membership in a class or category by their having something in common" (2013, p. 106). Bohren et al.'s (2015) typology of mistreatment of women during childbirth provided the categories for the content analysis. Their typology consists of three orders of themes (see Table 1 ). First-order themes are descriptive and include criteria used to identify and describe specific events or examples of mistreatment. Second-and thirdorder themes are analytic themes that further group the first-order themes into meaningful categories with common attributes. To ensure the trustworthiness of this data analysis, a doctoral student used content analysis to follow the audit trail and confirmed the findings.
Results
In this secondary analysis, six of the seven categories of Bohren et al.'s (2015) typology of mistreatment of women during childbirth were identified in the participants' narratives. Being Raped or Being Sexually Abused was the only theme not reported. Frequently, participants shared in the primary study (Beck, 2004 ) that they felt raped on the delivery 
Failure to Meet Professional Standards of Care
Neglect and abandonment were the most frequently cited mistreatments in the Failure to Meet Professional Standards of Care category. One participant shared the following:
Tonight I'm crying about the pain of being abandoned by my midwife. I need to see her because I'm scared. I need her because I'm terrified of getting the epidural. I don't want to go through it alone but now I have to.
A participant who had a postpartum hemorrhage recalled, "The bleeding finally stopped and I was taken to recovery for observation. I started crying but no one was around. I had never felt so alone and confused at what had just happened." Some participants described long delays between the times they saw labor and delivery staff during labor: "Between the nurse's infrequent visits and the obstetrician's even less frequent ones, we were left completely alone."
Also included in this category was refusal to provide pain relief. Some participants recounted that they were refused pain relief even though they begged for it. One participant who had a fourth-degree laceration caused by shoulder dystocia recalled the following:
The doctor proceeded to repair his damage. My nightmare was not over. I felt every single stitch he delivered into me. My legs began to quiver. I complained of the painful job he was performing on me. His answer was, 'You had a top up of the epidural. You shouldn't be able to feel a thing.'" I said, "I know what I can feel and it hurts!" I never got anything else for the pain.
Lack of informed consent was another mistreatment in this category: "Never, never, never perform any examination or procedure without explaining what you want to do, giving the reasons why, and requesting the woman's permission!" One participant disclosed that her midwife performed an episiotomy and a doctor performed another episiotomy without "my consent and without so much as eye contact with me."
Participants endured painful vaginal examinations:
On arrival at the hospital I was given a very painful internal exam. I don't know what they were looking for, but they told me I was 2 centimeters dilated. They took a swab to watch for infection. There seemed to be a stream of men doing painful internal exams without asking my permission.
Poor Rapport Between Women and Providers
Lack of communication was a common type of mistreatment women experienced in the category of Poor Rapport Between Women and Providers. For instance, no communication was given to some participants in labor when their doctors changed: "At this point I had yet another change of obstetricians. Again no notice of the change. He just showed up. No longer was this confusing. It was downright ridiculous." At times, labor and delivery staff members talked as if the women were not present. One participant, who was a primigravida, was in the delivery room with the obstetrician on one side of her and the nurse on the other side. The doctor told the nurse, "I think we may have lost this baby."
Some participants reported that the labor and delivery staff spoke in low tones so they could not hear:
When the doctor checked me, I was 3 centimeters dilated; however, she did not tell me this. She called the nurse to get me a wheelchair and rushed me to get an ultrasound. While all this happened, they were talking as if I was not in the room. Everything was hush hush as they did not want me to hear. I think I had the right to be informed.
Failure to Meet Professional Standards of Care, Poor Rapport Between Women and Providers, and Verbal Abuse were the three types of mistreatment during birth reported most by women.
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Other participants shared that they could hear their doctors whispering about them from behind nearby curtains: "Somehow through the floods of tears I managed to yell out to them. If you have something to say, either say it in front of me or go to your office."
One participant's newborn died less than 24 hours after birth. The undertaker came to her hospital room and asked her about a missing bootie: "This upset me, as no one had told me that my baby was no longer available for me to see and had been taken from the hospital."
Lack of supportive care was a major component in this category: "I felt as if the staff were oblivious to my feelings, as if they were just remotely doing their jobs. It seemed like an endless stream of people doing things to me and they were all strangers." One participant who was a primigravida and who had experienced a prolonged second stage of labor recalled, "I was abandoned by my support people at the moment I felt I needed them most." Another participant who experienced postpartum hemorrhage shared that she overheard the obstetrician say that he was having difficulty stopping the bleeding: "I was very scared that I would die and not be here to raise my baby. I needed urgent reassurance but none was offered."
Participants did not feel cared for by the labor and delivery staff: "All I wanted was a little reassurance and care but I guess that was too much to ask for. That set me off crying." One participant and her partner, whose infant died shortly after birth, took photos until the film ran out: "We asked for more film and ignored the disapproving looks of the staff member."
Verbal Abuse
In this category, verbal abuse included harsh language, threats, and blaming women for poor outcomes. One participant shared the following:
I was surprised to see a male member of the staff whom I didn't know. I heard the midwife ask where something went, and the response from the unknown male was, "Put it under the left boob," which was done. It made me uncomfortable to be talked about in these terms and to have things done to me without being spoken to. Normally I would say something, but nearly naked and about to give birth, I couldn't handle any sort of confrontation.
Another participant disclosed that just after she gave birth, she "returned to consciousness to hear a staff member say, 'That's not a baby that's a toddler!' And I saw someone dangling my baby around as everyone laughed making fun of my baby."
Use of harsh language was frequently reported. During labor, for example, some participants were yelled at and told to keep it down because they were scaring the other patients with their screams. During the second stage of labor, many participants were yelled at and told to "shut up and push." One participant recalled the following:
All I could see was this very impatient doctor in his white coat and about 6 other people I didn't know all waiting and watching me as my legs were spread wide open. I felt the pressure to perform and push and was really despondent when the doctor continued to yell at me to do better.
Some participants recounted that they were snapped at and told to save the energy they expended screaming during contractions for pushing. Other participants recalled their obstetricians laughing at them during labor: "At 6 centimeters dilated I asked for more pain relief or perhaps a cesarean as I wasn't coping. The obstetrician laughed at me for requesting a cesarean just because of pain." Another mother described her obstetrician laughing at a question she had asked him as he responded, "Where did you get that from, the Internet?"
Participants also reported threats, and some were threatened with a cesarean or forceps if they didn't push harder. Other participants felt that they were pressured to have epidurals or cesarean births: "The doctor pressured me into having an epidural. I agreed to have an epidural under duress. This was a frightening and traumatic experience."
When I saw the obstetricians' face, all I saw was him saying we will take the baby from you or you will be in a lot of trouble if you don't have the c-section. Under such pressure, I agreed. Then they strapped me to a table and pulled my gown up.
The last type of verbal abuse was blaming mothers for the outcomes of their labors and births. After feeling pressured to have a cesarean and agreeing to this intervention, one primiparous participant needed to feel supported in her decision:
At a time when I needed support, reassurance, and a little empathy I felt that I was isolated and virtually told that I was responsible for what had happened. My midwife told me that the ultimate choice had been mine as it was my baby and my body. She made me feel like I'd copped out and that I was somehow to blame for all this.
Physical Abuse
In this category women recalled rough treatment they received at the hands of labor and delivery staff. During the second stage of labor one participant shared that while she was pushing, "The midwife slapped my leg and said, 'Shut up your bloody yelling and put your energy into pushing!'" Participants often said that they felt raped on the delivery table with everyone watching and no one offering to help them. They felt violated, humiliated, and stripped of their dignity: "I still have nightmares about the delivery doctor as a barbaric rapist and I wake up crying. To me he played a major part in violating my body."
Rape, a very strong word, but that is what it felt like lying on the table, and it was decided that intervention was required. First they forced my feet in stirrups, then I was trapped. I felt violated. No dignity was offered.
The following quotation illustrates how one young participant was stripped of her dignity:
They had me in all kinds of positions (including all fours) to hear the heartbeat with a stethoscope, and about 20 male students came in the room without my permission. All I heard them saying was that I was now 7 centimeters dilated. By the way, while I was on all fours I was trying to cover my bottom holding the gown and a nurse took my hands from the gown. So I felt raped and my dignity was taken from me.
The next quotation clearly highlights one participant's physical abuse:
Having the retained placenta taken out of me there and then in the room without warning or consultation was dreadful. I felt raped and violated by this perfect stranger. Thank God she was a woman. And it might have been good to have learned what a D and C was before it was deemed inappropriate for me!
Health System Conditions and Constraints
This category of mistreatment was the least mentioned, and only three participants reported occurrences. One participant described the lack of privacy she had to endure:
Lying in recovery and asking why the curtain behind me was open and could it be closed as it was open to the outside world and all could see in! This was a shocking oversight for me. Now I felt exposed to the outside world!"
Two participants described the physical condition of their health care facilities, including another woman's blood on the floor: "I slipped on someone else's blood on a dirty toilet floor and ripped open my episiotomy." Another recalled the following:
When the nurse arrived, she pulled about 3 paper towels out, threw them into the pool of someone else's blood and said just wipe it up. She left me there not realizing that I couldn't bend over due to my injuries. I was so upset at the lack of help. In the end I had to use my toes to grasp the paper towels to mop up the blood. I had tears streaming down my face."
Stigma and Discrimination
Only one participant described this type of mistreatment during childbirth. She was a Jehovah's Witness and believed she was refused a cesarean birth because she would not accept blood products:
I was tortured, traumatized, and my son's life endangered and my body damaged permanently and I don't even warrant an apology. I know the reason I was refused a cesarean. My rights were infringed because I did not want a blood transfusion."
Discussion
In this study, Failure to Meet Professional Standards of Care was the category most often cited. This finding confirmed those of other researchers Findings in this secondary qualitative analysis confirm results from studies of mistreatment of women during childbirth in health care facilities in low-and middleincome countries.
I N F O C U S
CNE who conducted studies in Tanzania McMahon et al., 2014) , Kenya , Nigeria (Okafor et al., 2015) , and Ethiopia (Asefa & Bekele, 2015) in which Failure to Meet Professional Standards of Care was also the most frequently reported mistreatment in labor and birth by participants. These studies were conducted in low-to middle-income countries, but the participants in the primary phenomenological study (Beck, 2004) were from New Zealand, the United States, Australia, and the United Kingdom. Despite the different locations, the most frequently reported types of mistreatment were the same: neglect, abandonment, refusal to provide pain relief, lack of informed consent, and painful vaginal examinations.
Differences were found between mistreatment in low-to middle-income countries versus highincome countries in Bohren et al.'s (2015) firstorder themes of Detainment in Facilities for Nonpayment and Discrimination. None of the participants in the primary study (Beck, 2004) reported detainment in facilities or inappropriate demands for payment. Only one participant reported being discriminated against because of her Jehovah's Witness beliefs. None of the participants in the primary study (Beck, 2004) reported being sexually abused. The only previous study in which sexual abuse by a health worker was reported was conducted in Nigeria (Okafor et al., 2015) .
Limitations
It is important to note the limited generalizability of the findings of this secondary qualitative data analysis. Results were based on one qualitative study with a sample of 40 women who selfreported medical diagnoses of posttraumatic stress disorder. However, these results do raise awareness of mistreatment of women during childbirth in health care facilities in high-income countries. Quantitative studies are needed to identify the prevalence and types of mistreatment of women during birth in high-income countries, and qualitative studies are needed to allow women to explain the findings from quantitative studies. Qualitative data can be used to design effective interventions to prevent mistreatment of women during childbirth.
Clinical Implications Bohren and colleagues (2015) called for adoption of their evidence-based typology of mistreatment as an approach to identify the abuse and disrespect that women experience during childbirth in health care facilities. To introduce this topic, health care providers can first ask women overall questions about their experiences of labor and birth. If women's answers seem to warrant further exploration into possible abusive or disrespectful care, clinicians can ask them questions from any of the three levels of themes about their treatment during childbirth (Bohren et al., 2015) . Clinicians can start with the most general third-order themes.
If women report that type of abuse or mistreatment, then health care providers can delve into more specifics by going to the second-or firstorder themes. Some clinicians may start with the first-order themes. Whatever approach a clinician feels most comfortable with is the approach that should be taken. If health care providers are comfortable asking these questions, women may feel more comfortable answering them.
The World Health Organization (2014) recommended five actions to prevent and eliminate disrespect and abuse during facility-based childbirth worldwide:
1. Greater support from governments and development partners for research and action on disrespect and abuse. 2. Initiate, support, and sustain programs designed to improve the quality of maternal health care, with a strong focus on respectful care as an essential component of quality care. 3. Emphasizing the rights of women to dignified, respectful health care throughout pregnancy and childbirth. 4. Generating data related to respectful and disrespectful care practices, systems of accountability and meaningful professional support are required. 5. Involve all stakeholders, including women, in efforts to improve quality of care and eliminate disrespectful and abusive practices. (pp. 2-3) defined disrespect and abuse of women in childbirth on three levels: individual, structural, and policy. They noted that there are complex relationships among expectations, normalizations, and rights but at the same time highlighted the links between individual actions and systemic conditions. Freedman and colleagues remind clinicians that often health care systems are indicative of deeper dynamics of power and inequity that mold the larger societies in which they are housed. The use of the third-order themes from Bohren et al. (2015) is appropriate for health care systems to start to address these problems in their facilities. The second-order themes of Lack of Resources, Lack of Policies, and Facility Culture may need to be targets for change.
Mistreatment of women during childbirth is not only an issue of quality of care but also of human rights violations. Each and every woman, no matter in what country of the world she is giving birth, has the right to respectful, dignified health care that is free of any type of abuse. Women who give birth in high-income countries are not protected from abusive and disrespectful care during childbirth in health care facilities. Nurses are the health care professionals who are the constant in women's care during labor and birth. We are in the ideal position to advocate for and protect women and be the first line of defense against abusive and disrespectful care.
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